A. J. C., male, aged 62, had to give up work seven years ago because of attacks of constricting pain across the chest, and dyspncea, of about five minutes' duration, brought on by exertion. The pain extended into the neck and down the left arm and the condition was apparently that of angina of effort.
On August 4, 1932, while comfortably seated in a train a sudden severe pain of a constricting nature developed across the front of the chest and prwcordium, shooting up into the neck and down the left arm. This continued to be very acute for eight hours and only gradually subsided after two days. So acute was the pain that the patient was taken to hospital and, I gather, suffered from shock and had a temperature of 101°. After a stay in hospital he was eventually allowed to leave and remained at rest at home until he was sent to see me on September 12, 1932, five or six weeks after the acute attack. He then complained of dyspncea on exertion, exhaustion, and occasional giddiness. He Electrocardiogram shows low voltage curves in all leads, left-sided preponderance, split Q R S waves, and fiat T waves in all leads (see fig. 1 ).
X-ray exarnination.-Limited diaphragmatic movements; perfectly clear posterior cardiac space, heavy root shadows with old apical infiltration. Heart definitely increased in transverse diameter; obvious deformity of left border corresponding to part of left ventricle above cardiac apex (see fig. 2 ).
The radiological findings of the chest are compatible with an old fibroid phthisis, an enlarged heart (left ventricle) and an aneursym of the left ventricle, apparently following a coronary thrombosis with myocardial infarction. The existence of a cardiac aneurysm was suspected, primarily, as a result of the radiological examination showing an abrupt change in the contour of the ventricle. The symptoms of cardiac aneurysm were not distinctive from those of coronary arterial disease, of which the aneurysm was only a part.
Physical or electrocardiographic examination alone did not aid in the diagnosis of cardiac aneurysm.
This case presents some interesting features: (1) It confirms the fact that syphilis does not assume the same importance in cardiac aneurysm as in aortic aneurysm; (2) it exemplifies the occurrence of angina and coronary thrombosis in the same patient, emphasizing, as Parkinson has pointed out,' their clinical unity;
(3) it indicates the value of the radiological examination of the heart in the diagnosis of cardiac aneurysm, and the possibility that such an examination in this type of case may reveal its increased frequency apart from post mortem.
(I am indebted to Dr. Parsons-Smith, who kindly saw the case at the Heart Hospital and confirmed the diagnosis.)
Discu88ion.--Dr. E. STOLKIND said that, so far, there were very few cases on record in which the diagnosis of cardiac aneurysm was made during life, from X-ray findings, and verified post mortem. The clinical symptoms of cardiac aneurysm (such as myocarditis, pericarditis, angina pectoris, cardiac asthma, &c.) were not peculiar to that disease. Of his (Dr. Stolkind's) cases of coronary thrombosis, with post-mortem records, a number had symptoms of angina pectoris, others only those of cardiac asthma; one had symptoms of both these conditions, and some had only those of dyspncea and cyanosis, &c.2
As, according to his (the speaker's) hypothesis,' the factors producing an attack of angina pectoris were: (1) chemical and toxic substances circulating in the blood; (2) the nervous system, especially the autonomic; and (3) the state of the heart and aorta, he advised that after the attack was over there should be prolonged rest, from six to eight small meals a day, very little or no salt, no foods likely to cause meteorism, &c. Luminal, bromide, &c., should be given.
Dr. PHILIP ELLMAN said that cardiac aneurysms had hitherto been mainly of pathological interest. They were said to be rarely recognized during life, but it might be that, thanks to X-ray examination of the chest and the opportunity thus given of studying pathological conditions in the living subject, this lesion would prove to be not so infrequent as one had hitherto supposed.
The clinical and electrocardiographic findings were not diagnostic, but taken together with the radioscopic findings of an abrupt change in the cardiac outline of the left ventricle, which first aroused suspicion, the diagnosis was made. It was hoped to follow its development by serial radiograms.
According to the literature, the first case of cardiac aneurysm diagnosed radiographically was published in 1922 by S4zary et Alibert (" Aneurysme parietal du caeur ", Societe Medicale des Hopitaux, January 27, 1922).
Several cases had, he (Dr. Ellman) believed, been reported since. Curiously enough the case of Sezary and Alibert occurred in a patient with fibroid phthisis. The occurrence of cardiac aneurysm was dependent on coronary arterial disease. Depending upon the size of the occluded vessel, there was an area of aniemic infarction which might heal completely into a fibrous scar. If such an area yielded to intracardiac pressures it would give rise to a bulging of the heart wall, with a resultant cardiac aneurysm usually located in the left ventricle, just above the apex (descending branch of the left coronary).
In five out of seven cases reported by Cabot, angina, coronary thrombosis, or both, were present. 1 Brit. Med. Journ., 1932, ii, 549. 2 Proc. Roy. Soc. Med., 1928, xxi (Sect. Med.) , 28.
